PUJ obstruction is the most common among the major obstructive pathologies in pediatric patients. Patients are routinely diagnosed on antenatal scans and postnatal evaluation helps in planning the need for surgical intervention. A progressive increase in anteroposterior diameter of the renal pelvis and thinning of parenchyma are indications for early intervention. A preoperative EC renal scan is mandatory to demonstrate an obstruction at the PUJ. Authors routinely carry out an MCU to rule out reflux and bladder outlet pathologies.
INTRODUCTION
PUJ obstruction is the most common among the major obstructive pathologies in pediatric patients. Patients are routinely diagnosed on antenatal scans and postnatal evaluation helps in planning the need for surgical intervention. A progressive increase in anteroposterior diameter of the renal pelvis and thinning of parenchyma are indications for early intervention. A preoperative EC renal scan is mandatory to demonstrate an obstruction at the PUJ. Authors routinely carry out an MCU to rule out reflux and bladder outlet pathologies.
Routinely autors carry out open Andersen -Hynes pyeloplasty by anterior sub coastal approach. 1 Kidney is approached by retracting the peritoneum medially. The Gerota's fascia is cut and the renal pelvis is exposed. The ureter is identified and stay sutures are taken on the pelvis and ureter. The PUJ is excised. The cut end of the ureter is spatulated laterally and Catheterized with 5 F infant feeding tube. The posterior layer of the pyeloplasty is completed with 5-0 or 6-0 vicryl. If DJ stent is to be placed, then using a suitable guide wire, appropriate sized DJ stent is placed. The stent should pass smoothly into the bladder. Prior inflation of bladder with fluid will allow some of it to come out from the upper end of the stent. If there is doubt in the placement of the stent, it can be confirmed with either intraoperative X ray or cystoscopy. After insertion of the stent the pyeloplasty is completed by suturing the anterior layer in a watertight manner. A perinephric drain and a foleys catheter in the bladder are placed and the incision is closed in layers. The Foleys catheter and the drain are removed sequentially based on amount of drainage from the perinephric drain and patient discharged accordingly. Patients with DJ stent were discharged on antibiotic prophylaxis. If a DJ Stent has been placed, then it is removed cystoscopically in 6 weeks time.
The aim of the present study was to compare the benefits and drawbacks of stentless pyeloplasty in pediatric population with routine DJ stent insertion.
METHODS
Data acquisition was done by a retrospective method. Case papers of all cases diagnosed with pelvi-ureteric junction obstruction operated for pyeloplasty were collected. Data was collected for operated cases of PUJ obstruction and categorized into those who had DJ stent in situ and those without DJ stent.
DJ stent was placed in 10 patients. Average age of this group was 2.4 years. Ten patients were operated without DJ stent. Average age of these patients was 1.2 yrs. Those patients in whom the anastomosis was without tension and ureter could be catheterized with 5 F infant feeding tube were operated without a DJ Stent. In patient with narrow calibre ureters and significant tension on the anastomosis, an appropriate sized DJ stent was placed.
Inclusion criteria
• All the operated cases were serially included in the study to avoid selection bias • Thus, presence of proven pelvi-ureteric obstruction and anaesthesia fitness for pyeloplasty were obvious inclusion criteria.
RESULTS
In patients with DJ stent in situ the perinephric drain was minimal and hence most of the patients had their drain removed on the 2 nd or 3 rd day. 2 patients had their drain removed on the 4 th day. Foleys catheter was removed on the 5 th day and patient was discharged. 3 patients had to stay for 2 more days due to intermittent haematuria and pain. In spite of prophylaxis, 2 patients developed symptomatic UTI, which was managed conservatively.
All patients with DJ stent were admitted after 6 weeks for Cystoscopy and DJ stent removal. One patient had lower end of the DJ stent in the ureter, which had to be removed with a ureteroscope.
None of the patients had wound infection or any UTI after removal of the DJ stent.
In those patients without DJ stent in situ, the average duration for removal of drain was prolonged to about 7 days. 2 patients had prolonged drainage. One for 11 days and another for 17 days. Both these patients required replacement of perinephric drains due to blockage. One patient with persistent drainage had surgical site infection also.
All patients were discharged on prophylaxis. One patient developed immediate postoperative UTI which was managed conservatively. Surgeons performing Anderson-Hynes' dismembered pyeloplasty especially feel the need for anastomotic stenting to maintain patency until healing is completed. and helps in ensuring a patent anastomosis until healing has completed. It also minimizes the risk for leakage, obstruction, and adhesions after pyeloplasty. 3 Various forms of stent have been used for this purpose, the most popular being double J stent that is usually removed through cystoscopy, 2-4 weeks after surgery. 4 Other stents such as feedings tubes, ureteric catheters, and purpose-built stents such as kidney internal splintage stent do not require a visit to Operation room for their removal. 5 Although the stents help in achieving the results of a good pelviureteric anastomosis, they have some disadvantages such as cost of stent, removal under anesthesia, and complications such as infection, persistent hematuria, displacement/ migration, breakage, stone formation, prolapse, etc. 6, 7 Fear of these complications has prompted many surgeons to perform stentless pyeloplasties. Improved surgical technique and ultra-thin, good quality suture material with routine use of intra-operative magnification has made stentless pyeloplasties more feasible. The previously feared complications of stentless pyeloplasty, such as stricture, leakage, urinoma formation, adhesions, and recurrence, can now be avoided in most cases. Still, these complications cannot be completely prevented and there is no guarantee of non-occurrence. Obstruction due to a blood clot can be unique complication of stentless pyeloplasty. Some studies do point towards higher complications in stentless pyeloplasties. 8 Authors observed persistent urinary drainage in 2 patients out of 10 patients who were operated without DJ stenting for pelvi-ureteric anastomosis. The stress of persistent urinary drainage and it's management is cumbersome. The patient is required to be catheterized for a longer duration. Thus, persistent urinary drainage due to leak significantly and adversely affects the morale of both the patient and the caretakers. It does increase the hospital stay adding to the economic burden; the only advantage being that the patient does not require a second admission. Further, stent removal is a day care procedure and adds only one more day to the average stay. Thus, the risk-reward ratio seems to be skewed in favour of odds.
Infact, the need of admission and removal under anaesthesia can be easily circumvented by use of office removable stents. Transrenal pelvis transanastomotic stenting using a feeding tube has been shown to be a good option for diverting urine following dysmembered pyeloplasty in children. 9 Kidney Internal Splint/Stent (KISS)stents offers the combined advantages of nephrostomy tube and internal stent while obviating the second anesthetic that would be necessary with an internal stent. 5 Such a stent shall also reduce the need for urinary catheterization because it does not cross the vesico-ureteric junction. Routine use of Ureteric stenting with D J STENT in this series of patients was associated with decreased hospital stay and morbidity in patients without DJ stent, Hence routine Insertion of STENT is a safe and beneficial step in management of pediatric PUJ obstruction. It reduces morbidity, hospital stay and increases chance of event free recovery.
